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acting agonists 
lort acting 6 2 agonists 
BBBBi these fit in? 




-Short acting anticholinergics 
- Long acting anticholinergics 



EiasiiBslifSffg 


IW 


. 



stages of the diseases 

it closes 
aidomes 
RUsSSt licenced indications 


ruiuansilWl 







, , 




time waking due to asthma 
Ihbafions 

llcpfor rescue f>2 agonist 
Activity I i m i tat i o n 
s l^mdTlung f unction (FEV1 >80%) 

* -Minfinal/no adverse effects for 
medication 


Progression of asthma therapy 


Salbutamol 

ICS treatment introduced 

High use of introduced 1968 

short-acting 1972 

p2 -agonists 



AMD Combination 
products introduced 


Increased use of 
ICS 


Fixed Dose Combination 
products introduced 


1990 1995 

Launch of 


long-acting 
P2 -agonists 


■ Bronchospasm 


Inflammation Remodelling 


Inhaled short-acting \\ 2 
agonist as required 



pfUffE 

parents 


STEP! 


1. Add inhaled I*ri$-a4llng: 

p. agonist f LA BAj 

2. Assess contrel of as-1 hma 

■ guod response t* 

LABA- cancint* LABa 

■ be ■wn: iT*m LABA but 
control rtilF inadeqjale 
- continue LA BA ana 
increase irnalec steroid 
soselo SDC mcj'day* |if 
-at alreac';. onthis-aose-i 

■ rt# response to LAB A 

- stop LABA arm increase 
inhaled steraid to 600 
itcf' day.* If control 
still inaoequate institute 
trial ot other tnerapies. 
leukotriene "ecepcD - 
a n :ago" si or iR 
ihcoalv, I ire 


STEP 3 


Mild intermittent asthma 


Consider 1riaJi of: 

- increasing "haled steroid 

1. p to 203C ncg/day * 

~ aodition of a fourth c Mg. 
e.g le.ikotriene reccpto* 
a n tagi>Tst. 5R theophylline, 

2. agonist table: 


STEP 4 


Pe rsistenfc poor control 


Lie daiiy ile.-f d lab et 
in lowest oose p'O'.-iding. 
adec.iate control 

Maintain high doee inhaled 
steraid a: 2DQD rT.cgii l day , 

Consider other t'eatrtenfc :o 
minimise tne Lse of steroid 
tablets 

Refer patient for specialist care 


STEPS 


BDP or equivalent 
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.,_..ance with existing therapies 
iderstanding 
gJihat# technique 

_ji|| trigger factors where possible 
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dialed beta 2 agonist 3 times a week 


jjlyrftptoms 3 times a week or more 
3g at night once a week or more 



\ Consider in adults and children who have 
diad an exacerbation requiring oral steroids 
in the last 2 years 


• shb 


tasone -either 

HCfVCII - 400mcg daily in adults) or 

ipulate (200mcg-800 meg daily in adults) 
(200 - 800mcg daily in adults) 
jHpisne:(100 - 400mcg daily in adults) 
®3es0nl5e (160mcg daily in adults) 
Mbmetasone (400 - 800mcg daily in adults) 


Dudes 


Patients should start Ireatn^eM at the step most app 
initial severity of their asthrvu. Chech concordance ; 
diagnosis if response 1* treatment is une^pecte 



Inhaled short-acting 3 = 
agonist as -eq jired 


Slart at dese of inh 
il-E-roid app~opria1e 
severity of disease. 



I. Add inhaled long-acting 

p 2 agonist (LABA) 

2* Assess c ontrol of asthma: 

■ good response to 
LABA - continue LABA 

■ benefit from LABA but 
control still inadequate 
- continue LABA and 
increase inhaled steroid 
dose to 800 mcg/day* (if 
not already on this dose) 

■ no response to LABA 

- stop LABA and increase 
inhaled steroid to 800 
meg/ day. + 1 f control 
still inadequate, institute 
trial of other therapies, 
leukotriene receptor 
antagonist or SR 
theophylline 


STEP 3 


initial add-on therapy 



iali *f: 

<3 "haled sleoic 
CO m c jiiday * 
of a fourth dug 
jotrie™ie recepro- 
5 t 5 R Meflphvllvie. 
l: table: 


Lie daily »1eiraid lab et 
in lowest dose providing 
adequate coif'd 

Maintain high: :bc ' nhaled 
steroid a: 2DQD rr.cgday' 

Consider other treatment: to 
minimise tfie i.se of steroid 
tablets 

Refer patient for specialist care 


STEPS 


+ ftDP or equivalent 







The first choice as add-on therapy to inhaled steroids in adults 
and children(5-12 years) is an inhaled long-acting beta 2 agonist 
(LABA) 

Adding a LABA should be considered before going above a dose 
of 400 meg BDP or equivalent and certainly before going above 
800mcg 

Long-acting beta 2 agonists are effective at providing 
bronchodilation over a sustained period. They increase lung 
function, improve symptoms and reduce incidence of 
exacerbation 


• LABAs are not licensed as monotherapy in the treatment of 
asthma 



1 . British Thoracic Society, Scottish Intercollegiate Guidelines Network. British 
Guideline on the Management of Asthma: A National Clinical Guideline. Revised 
Edition, 2008. 


ts of long-acting 

j | is outweigh the risks, and it ? 
int that patients take their 
la medicine as prescribed to 
i. Patients should discuss any 
concerns regarding their asthma 
treatment with their doctor. Feb 

ioos 


http://www.mhra.gov.uk/Safetyinformation/Gener 

alsafetyinformationandadvice/Product- 

specificinformationandadvice/Asthma/index.htm 


Cornbifis 



SectioMy 


MliEaia 


> I 


inhaled!] 


d. difference ii efficacy in giving 
i)id if® long-acting 6 2 agoffst in 

n or in separate inhalers" 

a^atient is on stable therapy, 
nauonifn halers have the advantage of 
uaranteeing that the long-acting 6 2 agonist is 
- ffft taken without inhaled steroid" 

Supported by Oxfordshire guidance in prescribing 
'^Points Bulletin Oxfordshire PCT Vol 17(1) 09 
May 2008" 


cornotgpiM 
»/• 


coiribiri 






'ol 6-24mcg BD 
| 50-/ 125 / 250mcg 2 BD 
Rt®)0/6 / 200/6 1-2 BD 


Primary endpoint: 

Determine the proportion of patients who achieved guideline- 

with SAL/FP (salmeterol/fluticasone propionate) 

compared to FP 

Secondary Endpoints: 

Cumulative proportion of patients achieving control in phase II 
Dose if ICS and time to required to achieved first guideline-defined 
asthma week 

Proportion of patients who achieved Total Control 
Asthma Quality of Life Questionnaire 

• Rate of exacerbations 

• Morning predose FEV X 

Bateman et at. Am. J. Respir. Crit. Care Med 2004 170: 836-844. 
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Phase I 
Phase II 

8-week control assessment 
4-week control assessment 


SAL/FP 100 b.d. 
or FP 100 b.d. 


Week _ 4 0 4 
Visit 1 2 3 


SAL/FP 250 b.d. 
or FP 250 b.d. 


Bateman et al. Am. J. Respir. Crit. Care Med 2004 170: 836-844. 



Oral prednisolone + 
SAL/FP 500 b.d. 

I 


SAL/FP 500 b.d. 
or FP 500 b.d. 



24 36 48 52 56 

5 6 7 8 9 


Total Control: 

achieved with sustained treatment 


FP Phase II SAL/FP Phase II 



Stratum 2 Stratum 3 

n=577 n=583 n=567 n=568 


Bateman et al. Am. J. Respir. Crit. Care Med 2004 170: 836-844. 


Low dose ICS (S2) 


Moderate dose ICS (S3) 


* p<0.001 


Time to control (weeks) 
- 50% of patients 

FP Seretide 

7 2* 

10 5* 


Bateman etal. Am. J. Respir. Crit. Care Med 2004 170: 836-844. 







Guideline-defined control is achievable and sustainable 
in a significant proportion of patients 

More patients achieve Guideline-defined control with 
SAL/FP than with FP alone, at a lower ICS dose 

SAL/FP compared with FP, more patients can achieve 
guideline-defined control: 

- Earlier 

- With fewer exacerbations 

- With more symptom free days 

- With more rescue free days 

- With a better quality of life 


Bateman etal. Am. J. Respir. Crit. Care Med 2004 170: 836-844. 


approach to asthma 
for some of your 
patients 







faster than salmeterol 1 
^Similar to salbutamol 2 


oSymbicort relieves bronchoconstriction 
faster than Seretide 3 


Palmqvist et al. Eur Respir J 1997; 

Seberova E, Andersson A Respir. Med. 2000; 
Palmqvist M, et al. Pulm Pharmacol Ther 2001 





200/12|jg 400(jg 


400/12[jg 800|jg 


g™*: . Stay 
Smile 
Compass 


200/12(jg 800|jg 200/12(jg 


400/12uq 

400/12uq 


400/12(jg 

800/24qq 100 /500|jq 


Cosmos 400-800/12-2 


BUD: budesonide; § : plus BABA reliever medication; * : also LABA reliever medication; 


100/200-1000 

. US 


** : dosage adjustable; Doses refer to total daily maintenance dose 




reatments 


dose ICS + as needed SABA 1 2 3 


Fixed dose Symbicort + as needed SABA or LABA 4 
ide + as needed SABA 5 6 

rt SMART achieves this with 

ess use of reliever medication 1 236 


gpsj F a lower steroid load 1 2 3 4 5 

' - "Syrnbicort SMART is potentially more convenient than 
-JpGltiple inhalers and is a significant therapeutic advance 
Tn the management of asthma 


• Rabe et al, CHEST 2006 4. Rabe KF et al. Lancet 2006 

• Scicchitano et al, Curr Med Res Opin 2004 5. Kuna et al. Int J Clin Pract 2007. 

• O’Byrne et al, Am J Respir Crit Care Med 2005 6. Vogelmeier et al. Eur Respir J 2005 


Tri&Ml fjg 
Indiyiciylil 


upon the severity of asthma of the 
lint 


ryCare ^ The majority of patients will be 
:ontrolled on: 

Symbicort 200/6, 1 inhalation bd plus as needed 


• Secondary care 

• Symbicort 200/6, 1 or 2 inhalations bd plus as needed 


Adults 


Patients should starl treatment at the step most appropriate :o the 
initial ieverity of their asthma. Check concordance and reconsider 
diagnosis if response 1* treatment is unexpectedly poor. 



Inhaled short-acting P 3 
agonist as required 


Add inhaled steroid 200-400 
mtg'div' 

-DD rrcg i s an approo- lie 
starting dasc far n ary parents 

Slarf at dose of inhaled 
steroid appropriate to 
severity of disease. 


1. Add inhaled long- 
p. agonist (LABAi 

2. Assess control of 

■ good response t 
LABA- cancinw 

■ beoeiit iTom LA 
control stil inac 
-continue LAEA 




■ no response to 1 
- stop LABA arm ii 
inhaled steroid 
r c^' day. ''If cor 
st II inadequate 
trial oi other tnci 
leukotTiene "ese 
i n :ago" si or SR 
theophylline 



Consider trials of: 

* incasing inhaled steroid 
up to 2000 me g/day* 

* addition of a fourth drug 
e,g. leukotriene receptor 
antagonist, SR theophylline, 
P 2 agonist tablet 


Icfotd lai'et 
ose providing 
mtral 

gh c«e inhaled 
D0D meg/day* 

ther treatments to 
ne Lse of steroid 


nt far specialist care 


TEP5 


out or frequent 
oral ice raids 


STEP 4 


Persistent poor control 







Adults 


Patients :ht''jld starl treatment at the step most appropriate :o the 
initial iEverity or their asthma. Check concordance and reconsider 
diagnosis if response 1o treatment is unexpectedly a 



Inhaled short-acting P 3 
agonist as required 


Add inhaled steroid 200-400 
mtg'div' 

-DD rrcg i s an approp-' ate 
srarri ig dase far nary patients 

Slarh at dose of inhaled 
steroid appropriate to 
severity of disease. 


STEP 2 


1. Add inhaled long-acling 

£!_ agonist ( LA BAj 

2. Assess control of asthma: 

■ good response to 
LAftA- cnntinue LA, BA. 

■ benefit iTom LABA but 
control stil inadequate 
-continue LA BA are 
increase 'males steroid 
case ta S3C rncj'diy 1 |if 
n Gt alreac';. onthisGGsei 

■ no rosponsoto LAB A 

- stop LA BA. arm increase 
inhaled steroid :o 600 
rt eg/ day.* If control 
s If. 1 1 inadequate institute 
trial of other tnerapies. 
leukalTiene "ecepco - 
artagorisl or SR 
lheoah-,1 ire 


STEP 3 


Use daily steroid tablet 

in lowest dose providing 
adequate control 

Maintain high dose inhaled 
steroid at 2000 mtg/day* 

Consider other treatments to 
minimise the use of steroid 
tablets 

Refer patient for special ist care 


STEP 5 


Continuous or frequent 
use of oral steroids 







Children age 5-12 yrs 











Children Less than 5 yrs 



Mild intermittent asthma 


* BDP or equivalent 

t Higher nominal doses may be required if drug delivery is difficult 


SYMPTOMS 


TREATMENT 












All of 
the time 


Most of 
the time 


Some of 
the time 


More than 
once a day 


4 or more 
nights a week 


2 or 3 nights 
a week 


3 or more 
times per day 


1 or 2 times 
per day 


Not controlled 
at all 


Poorly 

controlled 






British Guideline on the Management of Asthma 



fioysjJ CdJJ^cjb of 
Physicians ut London 'throe cjnesnono 



IN THE LAST WEEK / MONTH 

"Have you had difficulty sleeping because of your asthma 

YES NO 

□ □ 

symptoms (including cough)?" 

"Have you had your usual asthma symptoms during the day 
(cough, wheeze, chest tightness or breathlessness)?" 

□ □ 

"Has your asthma interfered with your usual activities 
(e.g. housework, work, school, etc)?" 

□ □ 

Date / / 



Applies to all patients with asthma aged 16 and over. 
Only use after diagnosis has been established. 


Outcomes and audit. Thorax 2003; 58 (Suppl I): il-i92 " 






NICE 




Accurc J^M alP 8 ^ 
StOPDl fl«i 
Effect] 


ng 

inhaled therapy 
I to pulmonary rehab 

Kyent and treat 
-jexaxzerbations 

• Multidisciplinary working 


1. NICE 2004 

2. Pauwels RA et at. 2001 . 


• Relieve symptoms 

• Improve exercise tolerance 

• Improve health status 

• Prevent and treat 
complications 

• Prevent and treat 
exacerbations 

• Reduce mortality 



MANAGEMENT OF STABLE COPD 


Patient with 
COPD 


/// I \\ \\ 

Assess Symptoms/Problems 
Manage those that are present as below 

> / / / \ \ \ \ 

Patients with COPD should have access to the wide range of 
skills available from a multidisciplinary team 


7 J l \ \ \ 


Smoking 

Breathlessness 

Frequent 

Respiratory 

Cor 

Abnormal 

Chronic 

Anxiety & 


& exercise 
limitation 

exacerbations 

failure 

pulmonale 

BMI 

productive 

cough 

depression 


Palliative Care 






BREATHLESSNESS AND EXERCISE LIMITATION 


Stop therapy if ineffective 

• Use short-acting bronchodilator prn (beta 2 -agonist or 
anticholinergic ) 

• If still symptomatic try combined therapy with a short-acting 
beta 2 -agonist and a short-acting anticholinergic 

• If still symptomatic use a long-acting bronchodilator (beta 2 -agonist 
or anticholinergic) 

• In moderate or severe COPD: 

If still symptomatic consider a trial of a combination of a long-acting 
beta 2 -agonist and inhaled corticosteroid. Discontinue if no benefit 
after 4 weeks 

• If still symptomatic consider adding theophylline 

• Offer pulmonary rehabilitation to all patients who consider themselves 
functionally disabled (usually MRC grade 3 and above) 

• Consider referral for surgery: bullectomy, LVRS, transplantation 


Pharmacological treatment 



• Improve and prevent symptoms 

• Reduce frequency and severity of 
^exacerbations 

health status 
exercise tolerance 


s--— - “ w 111 


>rove 


• Improve 


Commonly used formulations 
of inhaled therapy 


giwlBsi 


oUi ly 


-||ting 6 2 %g6rii§t& (SABA) 
*%rt-ictihg a ntichol i nerg ics 
^JgactirTg 
3£dRg-acting 6 2 agonists (LABA) 

: Long-acting anticholinergics 


• Inhaled corticosteriods (ICS) 

- Coijibination long acting I3 2 agonist / 
corticosteroids (LABA / ICS) 


What are you looking for? 




Abilin 


:o be more active 




r ^|ility of life 


ed health status 
_ mortality 
Reduction in exacerbations 
fEVJ 

- Would not expect to see improvements in 
FEVj over time 



Can you do some 
things now that 
you couldn't do 
before, or the 
same things but 
Mi faster?" IP 


Assessing benefits of 
therapy 


prescribed 


"Has your 
treatment 
made a 
difference to 
vou?"^ 


Is your 
breathing 


easier in any 
way?" 


Can you do the same 
things as before but are 
now less breathless when 
- you do them?" ^ 


Also ask about an activity that they would like to be able to 
do more easily, and assess any difference after treatment 


1. Jones, P.W. (2001) Health status measurement in chronic obstructive pulmonary disease. Thorax 56, 880-887 


NICE management of stable 
COPD 




If still symptomatic, try combining 
therapy with a short-acting I3 2 agonist 
and a short-acting anticholinergic 


still Symptomatic, use a long-acting bronchodilator 

(anticholinergic and / or I3 2 agonist) 


In moderate or severe COPD: 

fjf still symptomatic, 2 or more exacerbations consider a 
combination of long-acting bronchodilators and inhaled 
corticosteroid 


NICE Clinical Guideline. Chroi 
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iecondary care. 2004 




D tan be used regularly in 
dition to ‘as needed’ 

treatment in newly 
diagnosed COPD where 
/breathlessness is the presenting 
Jymptom 

First aid’ treatment for breathlessness 
at all stages of the disease 


ES 



ihllztaful, F'Jflli'J! 


ero 

fa 

Bed p? short acting rescue 
;hodi|ators 

love quality of life 


Jmprove symptoms 



is short-acting but last 
lours 

terol has slower onset 
fjjbh than formoterol 

llJgreffects, cautions and 
interactions: same as short- 


acting but may also cause 
hypertension; elevated 
cardiac risk 




liffldWOTfflil! rtWUfHU'IV ' 

irk by blocking 

pathetic nervous system 
I^^kieorntfaction of airway 
30 % Muscle (rather than B 



pausing bronchodilation) 

- -dCeduce viscous mucus 
^secretions 

Anticholinergic drugs act on 

- cholinergic tone, the only 



In COPD. cholinergic tone contributes to airway 
narrowing (bronchoconstricbon) and decreases 
the amount of air that can be exhaled (air trapping) 


reversible mechanism of COPE 







( 


re' 


| <50% predicted) 

pe^fiacerbation rates 

gdffce rate of decline in health 
delated quality of life 

^ studies carried out on high dose 
Long-term side effects 


cion with 
Jilators 

shows fewer 
srbations and slower 
Scfbmm health status 
jRecdmmended if: 

• - FEVj <50% 


2 or more exacerbations in a 
year 


Side effects: oral 
candidiasis, hoarse voice, 


•Recommended for use 
in exacerbation when 
there is insufficient 
response to increased 
bronchodilators 

•Regular use not 
recommended in COPD 

•Numerous side effects 
with long term use of 
oral preparations 







1 

j r0M 

MusS 



flgome - Be aware of side effects and drug 
:ions 


jtiucus thus aiding expectoration. Reduce 
“exacerbations when they work 

^ptjdepressants 

- Screen all severe patients for depression and anxiety 







M oxygen therapy 


Jrg 'volume reduction surgery 


1 . Anthon^S^aOnnll^f^nt^inl^ci^^l^^^B^f^'^lEl^iidJineOf^t^iot^/'^^ab^tron ^ 


Chronic Conditions Thorax 2004, 3. Nocturnal Oxygen Therapy Trial Group. Ann Intern Med 1980, 4. MRC Working Party. Lancet 
1981., 5. Fishman et al. N Engl J Med 2003., 6. Celli BR. Predicting mortality in chronic obstructive pulmonary disease: chasing the 
“Holy Grail”. Am J Respir Crit Care Med 2006; 173: 1298-1299 
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ct of'Seretide™ 500 Accuhaler™vs control on 
se mortality over 3 years in patients with 
itate-to-severe COPD 


ndary objectives 

iffp^effect of Seretide™ 500 Accuhaler™ on the rate of 
'moderate and severe exacerbations over 3 years 

- The effect of Seretide™ 500 Accuhaler™ on health 
status (SGRQ) over 3 years 


- Post-bronchodilator FEN^ 

SGRQ = St. George’s Respiratory 
Questionnaire 


Vestbo et al. Eur Respir J 2004 


be of Je 
not r 

Th 


Jfrits aren m porramr but nray 7 
|gi|varice if other endpoints are 


pillars of COPD management 
-^Exacerbations 
-"Health status 
- Lung function 


Seretide 

irnprij^ 


rwilMg 


JM 


Accuhaler™ 


shows a trend towards 
Survival vs control over 3 years which is 
cally significant 


Seretide 11 




™ shows sustained 

ptibn reduction over 3 years vs control 


Seretid? 


™ improves and sustains quality 
'ofdife over 3 years vs control 

Patients feel better for longer on 
l (vs control) 




GSK Data on File SERTCODOF012 <50% FEV, 


p™^idG a®u haler™ is now 
lltthe symptomatic treatment 
pits with COPD with a FEN^ <60% 

Jcte d normal (pre-bronchodilator) 
"phd a : history of repeated exacerbations, 
who have significant symptoms despite 
regular bronchodilator therapy 1 




1. Seretide SPC (July 5 th 2007) 


SFC/SLK/07/32758/1 


September 2007 



Investigating New Standards 
for Prophylaxis In Reduction 
of Exacerbations 


INSPIRE study 




JJthe relative effects of Seretide® 500 
wiTer® bM: (salmeterol 50mcg/fluticasone 
Jfeate 500mcg) and Spiriva® Handihaler® 
jSSrippium bromide) 18mcg o.d. on the rate 
lofhealthcare utilisation COPD exacerbations 
i^afid related outcomes over 104 weeks in 
subjects with severe COPD. 


Accuhaler and Seretide are registered trademarks of the GlaxoSmithKline group of 
companies 

Spiriva and Handihaler are registered trademarks of Boehringer Ingefl^amungal et al. J COPD 2007 



-rRealth status as measured by SGRQ 


- All-cause mortality 

- Adverse events & AEs of special interest 

FEV 1 = Forced Expiratory Volume in 1 second 

SGRQ = St George’s Respiratory Questionnaire 

y K y Seemungal et al. J COPD 2007 


con 


» ]\JoJ r 

exal 



Rerences between the treatments for 
pteferiSate and lung function at 2; years. 

|j|!!t diary card data set on exacerbations and 
Brefent types of exacerbations produced to 



- Nature of the exacerbations appears to be 
r ^different 




Patients 

Irriricr^^y^k^Lbtoiiia^t^ 


s^iasE^ 

ivBBBBHT 



ly^ignificantreduction in all cause mortality 

pdnias were reported on SFC than on 


sejfo not appear to have led to increased mortality 
dfjcfefriment in health status 

^fijprstudy provides important new findings for the 
- understanding of COPD exacerbations. 



ents were allowed to use all other 
ratory medications, except inhaled 
Iffplinergics. Patients were then randomised to 
- Receive tiotropium or placebo (control) 1 


- 46% of patients in the trial wer, 
g mild COPD as per NICE 


i RTkhT 3T5j3 KTh 


SPIRIVA 

tiotropium 




alter tii 
inst'JfKjfi 
prirni^ffi 

it gQB 



improvements vs. 
control for up to 4 years, 
delaying the clinical 
course of the disease 1 



SPIRIVA achieved and sustained significant improvements in lung 
function (pre- and post-bronchodilator FEVi) over 4 years vs. control' 



SPIRIVA 

tiotropium 



mm 


i 


I IraSE 

FGJPrl 


VA sustained statistically significant 
'ements in quality of life 

PSGRQ score) for up to 4 years vs. control 1 






An improvement of > 4 units is clinically significant 


y 

ww uplift 


Patients did not return to baseline SGRQ score over 
the 4 years of the study 1 I 


SPIRIVA 

tiotropium 






eved*a«long-tefim - 
COPD exacerbatic, 





Igffag 

rRr^Msfii 


oi wnne patients 
udy medication 1 





nded to end-of- 
ent period (day 1440), as 
by protocol 1 


Effect became non-significant 
- within the 30-day follow-up period 
(day 1470) when, according to 
protocol, patients were 
discontinued from their study 


SPIRIVA 

tiotropium 






pfvlolcenwatori 
toTOngs & 
gjlibies while reducing 
Systemic side effects 


Thinjgfe^fe 


miles per 

apountry fine trying to round the 
1 bends! 


bleeds to be slowed down to negotiate the 

bends 



» cyjylPp' 

way vaJys 

qStiiWggMiT 


Volurnatic 


AeroChamber 

/ /%r- 


/ A , V 






ore than monthly as more frequent 
ffects performance (due to a buifd up 


tfTwater and washing up liquid and leave 

fairdfy 

mouthpiece clean of detergent before use 

'NOTE - Volumatic (large volume) spacer 
discontinued in October 2005 and reintroduced 
K Feb 2006 






llrl ri£i 


nn|jrjigf^ 
drugs 
Patisn 


i^us|hga hafta^eld inhaler device (including 
evice if appropriate) 

st suitable device (remember that not all 
ipeMh all devices) 

ts must be trained in the use of the device and be 
'to demonstrate it's use satisfactorily 

3afients should be reassessed and re-taught correct 
r technique regularly 

• Sfte-dose of medication should be titrated to clinical 
' -response 


NICE Guidelines (Thorax 2004) 



patient know how to store the 
n safely? 


js^the patient actually doing with the 
once home? 
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